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A Deputation to Mr. Butler 

Since the letter from the B.M.A. to 
te Minister of Education was published 
in the Supplement a fortnight ago Mr. 
jutler has reconsidered his decision and 
las agreed to receive a deputation on the 
mch-debated question of the school 
medical service under the new Education 
Act. The overriding consideration which 
the deputation will urge upon him arises, 
ofcourse, from the unprecedented shortage 
wf doctors, which makes it impossible to 
met to the full the a under 
te new Act. 

The shortage is leteet recognized in 
Circular 29 which the Ministry addressed 
0 local education authorities a few weeks 
go. The latter were, in effect, told to 
“go slow” in this matter. The position, 
however, appears to be that certain educa- 
lion authorities, quite properly and legally 
fom their point of view, are ignoring 
the advice to go slow, and will try by 
wetting up clinics, etc., to meet at once 
the full demands of section 48 (3). What 
lhe Association is anxious to do is to 
sure that advantage jis not taken of 
ihe present situation to change the face 
of medical practice in advance of the 
Government’s declared intention to intro- 
duce a comprehensive health service as 
part-of its reconstruction policy. 

If the Minister is unwilling to introduce 
mending legislation postponing these 
provisions of the Act—and the unwilling- 
tess Of any Minister to do so when an 
Act is less than a year old is understandable 
the deputation will point out that any 
development should recognize the shortage 
of doctors and should be a matter, in 
fch area concerned, for consultation 
wth the local general practitioners. 
Though the service cannot function com- 
pletely, there is every reason for integrating 
practitioners into the school 
medical service even in the interim stage. 
The General Practice Committee of 
the B.M.A. held a special meeting last 
Wek, when almost the only business was 
consideration of this matter. 


Medical Man-power 
Not even the most prejudiced .person, 
orem will accuse the Association 
of raising a fictitious issue in the shortage 


of medical man-power, which affects so 
many matters of medical concern to-day. 
This shortage stares. everybody in the 
face. What is more, it is likely to continue 
for many months to come. It is said 
that no general demobilization of doctors 
can be expected in the near future, that 
the Services will still exact their full quota, 
and that for as many as doff their uniform 
there must be an.equal number who put it 
on. The war in Asia will call for reinforce- 
ments, perhaps, before the war in Europe 
is ended, and in Europe the occupation 
armies will need full medical service, 
Then there are other tasks—U.N.R.R.A.., 
for example, and, at home, a multitude 
of new duties relating to resettlement 
and_ rehabilitation. The 
doctors and the pressure upon them are 
no myth, and the same thing applies to 
nurses and other auxiliary services. It 
will be one of the outstanding features 
of the situation for a very long time. 


Approximations 

Complaints have been received from 
members of the B.M.A. of the inadequate 
fees paid to civilian medical practitioners 
for occasional attendance on _ Service 
personnel and Italian prisoners of war. 
At its last meeting but one the General 
Practice Committee resolved to open up 
discussions with the War Office and 
other Service Departments on the subject. 
It suggested an increase of fees to 5s. for 
attendance at the surgery, 7s. 6d. a visit 
if not more than two miles away, 15s. 
for a night visit, and mileage at Is. a 
mile (one direction only). The War 
Office reply, which was communicated 
to the committee last week, goes about 
half the distance. It thinks 334% increase 
on pre-war fees will meet the case—4s. 
for surgery attendance, 6s. for day visit, 
9d. a mile, and for a night visit the wholly 
inadequate fee of 8s. It has been decided 
to send a deputation to discuss the matter. 

Doctors’ Cars 

Doctors’ cars get worn out sooner than 
most, and replacement is now difficult. 
Recently some representatives of the 
B.M.A had a frank talk about this at 
the Ministry of Transport. No new cars 
are being issued at present for civilians, 
but the Ministry gave an assurance that 
as soon as new cars are available the 
Association will be informed of the steps 
necessary to obtain priority in delivery. 


shortage of 


At the same time there are a certain 
number of cars which are surplus to 
Service requirements, and after being 
reconditioned may be available for those 
who can establish prior claims, and at 
prices not unreasonable compared with 
those in the used-car market. The demand 
for these cars will certainly be greater 
than the supply, but the Ministry promised 
to give a high degree of priority to doctors. 


Equal Pay 

The B.M.A. committee on equal pay, 
under the chairmanship of Prof. Picken, 
performed a very useful service in pre- 
paring a memorandum of evidence for the 
Royal Commission. The task was not 
difficult, because the policy of the Associa- 
tion in this matter has been clearly laid 
down; but the committee put the matter 
succinctly on the ground of national 
policy that there should be full equality 
between medical men and women in pay, 
terms of service, and opportunity for 
work. As regards married women doctors 
holding appointments, where in some 
cases the demands of home and children 
may introduce difficulties, it was suggested 
that the question was an individual one» 
to be considered in each case by the officer 
concerned and her employers, not a 
question to be settled by the old 
rigid rule of compulsory retirement on 
marriage. 

One other point has arisen more lately. 
Some time ago the Medical Women’s 
Federation drew attention to the difference 
in the cost-of-living bonus based on the 
Civil Service scale for men and for women 
doctors in L.C.C. appointments. The 
bonus is now 23s. a week for men and 
“18s. 6d. for women on salaries up to 
£1,500. The Council of. the B.M.A. 
felt that this raised wider issues, beyond 
the sphere of professional activities, and 
that it could take no effective action. 
Further protests have since been made 
against the sex difference, and it has 
been pointed out that in so far as the cost- 
of-living bonus is a form of remuneration 


—and the bonus is not given for services. 


rendered, but to meet the increase in cost 
of living—the Association is bound by 
its declared policy against sex differentia- 
tion. The Committee on Equal Pay 
draws attention to the anomaly, but it 
realizes that the Commission, to which 
its memorandum is addressed, is not 
primarily concerned with this = 
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SOME COMMENTS ON THE 
REPORT OF THE GOODENOUGH 
COMMITTEE ON MEDICAL 
SCHOOLS 

- BY 
H. J. McCURRICH, M.S., F.R.C.S. 


The medical members of the Goodenough 
Committee were, with one exception, 
teachers, the exception being the Principal 
Medical Officer to the Ministry of Health. 
One would expect, therefore, a certain 
bias in favour of the present arrangements 
‘and an extension of them. In the 

of this committee a good deal of lip service 
is paid to the training of students to 
become general practitioners. It is stated 
that a general practitioner should ‘* be 
competent to diagnose and treat all simple 
disorders, including milder forms of 
ill-health, etc....” (para. 5, 
p. 

Now, does the present training fit him 
to do so? It is hard to see what justifica- 
tion can be found for the hours that 
students stand in serried ranks watching 
such operations as partial gastrectomy, 
thyroidectomy, abdomino-perineal excision, 
Fothergill’s repair operation, etc. Instruc- 
tion in this detail is not given by a com- 
petent instructor in such an operation as 
circumcision, nor in the treatment of 
conditions like sprained ankle, tennis- 
elbow, painful feet, warts, etc. 

The financial success of “‘ foot clinics ”’ 
and manipulations of various types must 
be taken as a measure of the failure of 
the medical profession. I remember 
talking to a fellow member of a lawn- 
tennis club who told me that he had had 
his tennis-elbow cured by a bone-setter. 
I asked him why he did not consult his 
doctor. He said: ‘‘ What would have 
been the use? He would only have put 
iodine on it.” Knowing the doctor, I 
dare say he was right. Many patients 
whose doctors have failed to treat some 
more or less trivial but very disabling 
lesion have found relief from the unofficial 
practitioner. I don’t want to exaggerate 
this, but equally it is futile to deny it. 

What experience of mental disease does 
the average medical student get? The 
visit to the asylum in my day was looked 
upon as a picnic, and ** anyway they were 
never asked about it in the final.”” The 
same is largely true of children’s diseases, 
skin diseases, and fevers. 

Whether this is due to specialization 
of the staff with many special departments 
making it impossible for the students to 
work in each, or to jealousy of these 
special departments by the general physi- 
cians and surgeons, who retain students 
in the general wards as long as they did 
before special departments were created, 
is a matter of opinion. This jealousy and 
reluctance to part with work are often 
carried to curious lengths. I remember 
a senior surgeon in a teaching hospital 
who, while accepting responsibility for 
treating fractures, never looked at the 
cases, but left them to his house-surgeon, 
who, presumably, learnt from a previous 
house-surgeon; yet this same senior 
surgeon op the formation of a 
fracture clinic. Whatever may be the 
reason the students’ work in such special 
departments as those for children’s di 
psychiatry, orthopaedics, E.N.T., is limi 
as a rule to a few out-patient sessions. 

Obstetrics, which should form an im- 
portant part of general practice, is i 
in the case of the poor, into the han 
of midwives, and, in the case of the rich, 
into. the hands of specialists. I am not 


referring to complicated but to normal 
confinements. In part this is due to 
inadequate experience before entering 
practice. 


Scope and Duties of Teaching Hospitals 

I feel that the failure to produce the 
best possible G.P.s is the result of a 
muddled outlook and conception of the 
duties and scope of a teaching hospital. 
At present it claims to be: (1) an institu- 
tion for the training of undergraduates; 
(2) the pinnacle of the hospital system 
with the best exponents of the most 
difficult techniques; (3) a place of training 
for postgraduates. Are these functions 
compatible with each other or contra- 
dictory ? I believe they are contradictory. 
Assume for a moment that I am correct. 
An entirely new conception of the hospital 
problem will be required. The teaching 
hospital will be a special hospital, and 
will be on a side-track or bracket of the 
hospital system. I would suggest the 
following scheme: 
Regional mai ital —_— 
ments, etc., and special- «——- accommodation for 
ist school children, and, with 
cases, as well as for 
chronic sick) 


i 
F 


and G.P. hospitals 


. 1 admit that this is a novel idea and will 
therefore be viewed with suspicion, but 
consider the possibility of this scheme 
being adopted. In the regional main hospital : 
(1) technique will not be hampered by 
clumsy and inexperienced assistants; (2) 
specialization need not be determined by 
the needs of students but only by the 
welfare of the patients; (3) team experi- 
ments in specialization and technique will 
be possible; (4) there will be no harm 
in clinicians interested in a special condi- 
tion collecting a series of cases. Thus a 
cardiologist will be able to fill his beds 
with heart cases, and not be compelled 
to take in a variety of others in which 


he takes little interest and for which no 


one consults him in private practice, just 
to provide general clinical material (though 
possibly not instruction) for students. In 
such a hospital the postgraduate anxious 
to ialize will find his opportunity. 

In the teaching hospital it will be 
possible to deal with the common condi- 
tions, but payment of the staff will have 
to be on an entirely different basis, because 
they will be training undergraduates to 
treat the cases and not impressing future 
customers with their skill or wisdom! 
At present clinicians seek election to the 
staffs of teaching hospitals because it 
leads to a good consulting practice 
through the prestige it confers and the 
contact that is made with the future 
For these benefits the holder of 
the appointment must give up a certain 
amount of time, more or less unremuner- 
ated, to teaching. Some pay this price 
more readily than others. Some like 
teaching, but others are apt to place their 
private practice first, to be irregular in 
their attendance at the teaching hospitals, 
to cancel classes, and to take little trouble 
with the students. 


Multiple Appointments 


It has. been suggested that in any schemellt 


of liaison with the non-teaching 

** specialists and consultants on the staff 
of teaching hospitals . . . will not ag 
rule be able to undertake regular duties 
in non-teaching hospitals” (p. 15 (Qj. 
The question of multiple appointments jg 


just touched upon in this report (para, 45 i 


p. 75), but it has already given cause for 
anxiety to those interested in medica 
education. There has been an increasj 
tendency in the last 50 years for clinicians 
on the staffs of teaching hospitals 
acquire appointments in cottage or suh 
urban hospitals as well. Why has this 
tendency arisen, and how does it affeg 
the teaching hospital? It has arises 
because, with the growth of these hospitals 
and the private beds usually attached to 
them, much of the private work in th 
area, especially the small- or medium-fe 
cases which form the backbone of any 
practice, is done at those hospitals. Ip 
return for his unpaid hospital work th 
consultant is given more or less a mo; 
of the private work of that hospital and 
the area for which it caters. 
How does this affect the i 

hospital? Complaints have been made 
that clinicians on the teaching hospital 
who hold appointments on_ suburbap 
hospitals are apt to give the latter priority, 
If a doctor, who may be a good client 


- wants the services of the consultant 


urgently at the cottage hospital, the com 
sultant is compelled to go there, and ge 
a deputy to do his work at the teaching 
hospital. If he does not, the cottage 
hospital might have to appoint a second 
consultant and he would lose his monopoly, 
In some cases serious complaint has bees 
made that the holders of teaching appoint 
ments are gravely neglecting their duties 
at the teaching hospital for these reasons. 

A further cause for seeking additional 
appointments is the lack of a suitable 
population around the teaching hospital 
or in the area mainly supplied by it t 
provide private practice. The reason for 
this is either, as in the case of Central 
London, the population has left the ares 
or the hospital has moved to a poort 
district where its gratuitous service 8 
more needed but the possibility of building 
up a consulting practice is diminished 
The growth of provincial hospitals and 
consulting areas further diminishes th 
scope of the private practice of the teachers 

The lem, therefore, is really eo 
nomic. So far as I know, in no othe 
profession is teaching carried on in thé 
way. In other professions students af 
not taught in the hope that they wil 
become future clients; teaching is a p& 
fession in itself and the remuneration 
of the teacher is for teaching. This woul 
probably mean that the “stars” of tt 
profession would not teach. One dos 
not go to the Albert Hall to hear a reciti 


by a professor of music. In engineering® ¢+ 


such projects as the Forth Bridge @ 
Sydney Bridge were not designed by 4 
member of the staff of an engineer 
school. The same applies to law, 

in both engineering and law there @ 
modifications due to the apprenticeship 


system. 
Would the withdrawal of the best pe 
formers from undergraduate teaching 
diminish the value of the teaching? l 
believe that far from doing this it wo 
enable teachers, appointed and paid @ 
teaching without ulterior 
pay particular attention to those. 
are to become G.P.s, to inculcate princip 
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d to stress the details of such treatment 
sa G.P. should be able to give, rather 
han to use valuable time in teaching 
he details of proceedings the student 
iii not himself undertake. 
A school founded on these lines should 
oduce good G.P.s, and this should in 
case be the first objective of the 
The suggestion in the 
podenough report that Oxford should 
specially for students who can be 
pected to become “teachers, investiga- 
ios, and consultants rather than general 
mactitioners *’ (para. 14, p. 23) is a most 
icious one. Is it possible for the 
gudent at the outset of his career to say 
jor himself if he is likely to fall within 
these categories ? Or would it be possible 


(an one say in medicine that everyone is 
born a consultant or G.P.? 

That such a step is approved by the 
Goodenough Committee is deplorable, 
wd seems to reflect a very narrow out- 
look. At present G.P.s are trained entirely 
by cons : tants who, as a rule, have never 
fen in general practice. This tends to 
put general practice in the position of 
being a calling for those unable or un- 
fitted to become consultants, and the 
Oxford suggestion crystallizes this outlook. 

No doubt recent tendencies and State 
medicine tend to limit the doctoring by 
the G.P. while increasing his clerical and 
“sorting *’ duties. The limitation is part 
ofa cycle. He is in many cases, as in 
the Army, limited to doing almost nothing, 
because what he did, he did so badly; 
le did it badly—e.g., the injection of 
varicose veins, haemorrhoids, etc.—because 
he was taught by those who were not 
interested in such things, and he either 
never learnt or learnt from juniors who 
were not competent to carry out these 
procedures. 

General practice has possibilities of 
being the most interesting branch of the 
profession, and if students were properly 
tught to become G.P.s it would no 
longer be looked upon, as it appears to 
be from this report, as the rubbish dump 
for those who fail to become consultants 
or specialists. The possibility of the more 
experienced and able G.P.s acting as 
consultants to juniors, or the reintroduc- 
tion of some form of apprenticeship, 
should be borne in mind. 

If the undergraduate schools were re- 
modelled with these aims in view it would 
be desirable to appoint a number of 
general practitioners to the staffs of 
aching hospitals. Such undergraduate 
hospitals would, in addition, cater for 
GPs requiring postgraduate refresher 
courses. Postgraduate instruction for 
fecialist and consulting practice would 
be given elsewhere. -Here the ‘‘ main 
Dospital’’” in my scheme would be the 
Mitural centre, together with special 
hospitals. The candidate for specialization 
Would have already a wide general training 
upon which to build up his specialty. In 
fact many believe that a year or two as 
& general practitioner before starting 
Specialism would be all to the good. On 
the other hand, time is a factor, and either 
& specialist would have to be supported 

ially during his training or the 
Mibsequent pay would have to be such 
that it would justify his having lived for 
% long on his own means, or, as many 
have done in the past, lived from hand 
© mouth by “‘ deviling,” coaching, etc., 
until he made good. The remuneration 
of consultants under a national scheme 
has not been discussed, but, judging by 
Past and present Government payments, it 


for anyone else to predict it for him? _ 


re and not 
side-line to ‘consulting practice. 
this view is accepted the 
specialists and consultants should be con- 
ducted elsewhere after graduation. 
seems no justification for the view 
specialists should be trained to be 
from matriculation days. 


HEALTH POWERS OF LOCAL 
AUTHORITIES 


ENVIRONMENTAL AND PERSONAL SERVICES 


The possibility of changes in local govern- 
ment following upon a National Health 
Service Act, together with transfers and 
enlargements of functions of local bodies, 
and adjustments of area ies for 
all or for certain health purposes, makes 
it useful to set out briefly the present 
health powers of local authorities. Such 
powers derive from a number of Acts 
of gg dating om for a hundred 
years. Systematic sanitary legislation be 
with the Public Health Act, 1848, which 
‘was inspired by Chadwick. The principal 
Act until recently was that of 1875, now 
repealed and re-enacted in the Act of 
1936. Public health services may be 
roughly classified into environmental and 
individual, the former _~<- the first 
and most obvious field. Only in this 
century has there been any large invasion 
of the domain of health. The 
major local authorities are now owners 
and administrators of large hospitals, not 
only, as was formerly the case, institutions 
for the sick poor, for mental disorder, 
and for infectious illness, but general 
hospitals for every type of case. 

The prevention and treatment of disease 
is distributed among various of 
local authorities—public health, education, 
and public assistance committees, which 
are committees of the elected authority, 


- and, on a different basis, insurance com- 


mittees administering the National Health 
Insurance Act. The environmental services 
of local authorities make a lengthy list. 
They include the inspection and abate- 
ment of nuisances, not forgetting smoke 
and atmospheric pollution; drainage, 
sewerage, and sewage treatment; street 
cleansing and refuse disposal; regulation 
and inspection of common lodging houses 
and of a large number of workshops and 
workplaces; the provision of open spaces ; 
inspection under the Housing Acts; slum 
clearance schemes; investigations into 
the particular sanitary circumstances of 
hospitals, schools, institutions, and other 
premises; the cleansing of verminous 
persons, premises, and articles; and a 
periodical review of the i and 
wholesomeness of the water supply (80% 
of the water undertakings of the country 
are in the hands of local authorities). 
Under the Food and Drugs Act, 1938, 
the responsible local authorities are the 
county and county borough councils and 
the councils of borou and urban 
districts with populations of over 40,000, 
while authorities with populations down 
to 20,000 may apply to the Minister to 
become, or remain, food and drug authori- 
ties. The powers of local authorities in 
the matter of food protection are extensive ; 
they cover every article used in the com- 


position and pgenion of food, and 
the control of slaughterhouses and of 
premises used for the manufacture and 
sale of certain specified foodstuffs. An 
Act of 1944 transferred to the Ministry 
of Agriculture the function of health 
authorities concerning the conditions under 
which milk is produced on the farm. 

The housing powers of local authorities 
include the provision of working-class 
houses, control over the dimensions of 
inhabited rooms, and the provision of 
sanitary conveniences. Councils are re- 
quired to arrange for surveys of their 
areas to ascertain any houses which 
may be unfit for human habitation, or 
any in which there is overcrowding accord- 
ing to the standard laid down. 


Control of Infectious Diseases 


The powers of local authorities in respect 
of infectious diseases originated with the 
old boards of guardians, whose powers 
passed to the present local authorities 
under the Local Government Act, 1929. 
A number of diseases have to be notified 
to local authorities, and it is within their 
power, with the Minister of Health’s 
approval, to make local additions to the 
list. Every medical officer of health has 
to furnish each week to the Registrar- 
General a return of all cases of infectious 
disease notified in his district. The 
measures which a local authority may 
adopt in order to control the spread of 
epidemic disease are isolation of the 
infected person, search for the source of 
infection, observation of contacts, disin- 
fection, and, in appropriate cases, vaccina- 
tion. Infant vaccination against smallpox 
is compulsory, but during the last forty 
years there has been little or no effort 


to compel the observance of the Vaccination 
Acts. 


Most local authorities, acting under the 
Public Health Act, 1875, or the Isolation 
Hospitals Act, 1893, have provided hospital 
accommodation for cases of infectious 
disease. Treatment in such hospitals is 
provided by councils of boroughs and of 
urban and rural districts, but not usually 
by county councils. Under the Local 
Government Act, 1929, county councils 
were given the function of drawing up 
local schemes for adequate isolation 
accommodation, but the carrying out of 
such schemes ly remains with the 
district authorities. Of the 1,500 local 
authorities in England and Wales with 
powers to provide for the hospital treat- 
ment of infectious diseases, about 800 have 
combined for this purpose into 160 joint 
boards. The London County Council has 
16 hospitals for infectious diseases, together 
with a unit for post-encephalitis lethargica, 
and a receiving station for smallpox 
patients, also a hospital for ophthalmia 
and another for contagious diseases of 
the skin. ; 

An important part of the preventive 
work of local authorities is the publication 
of advice and also lectures on health and 
disease. The campaign for diphtheria 
immunization is an example. 

In 1921 Parliament imposed a general 
duty on county and county borough 
councils to arrange for the treatment 
of tuberculosis. This is one of several 
instances in which local authorities act 
in co-operation with voluntary bodies. 
The authorities provide dispensaries, which 
are receiving-houses, where patients are 
examined, advised, and treated at home, 
or are drafted into sanatoria and other 
institutions. The authorities have an 
interest also in after-care, village settle- 
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2 seems unlikely that it will be enough to 
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ments, and tuberculosis colonies. Thirty- 
three tuberculosis dispensaries are main- 
tained by the Metropolitan borough 
councils. The pivot of the system is the 
tuberculosis officer. 

The venereal diseases service of local 
authorities dates from the last war. It 


‘is the responsibility of county and county 


borough councils to provide the necessary 
clinics and centres and to arrange for 
hospital beds and hostels. Another field 
for local authority intervention in public 
health was afforded by the Cancer Act, 
1939, whereby local authorities were 
charged with seeing that facilities for the 
diagnosis and treatment of cancer were 
available. The war has prevented the 
scheme from materializing except for 
certain interim arrangements. 


Maternity and Child Welfare 

Service under the Maternity and Child 
Welfare Act, 1918, is provided by local 
authorities, including the urban and rural 
district councils. Membership of the 
authorities’ committees which supervise 
this service is open to others besides 
councilors, and at least two of the members 
must be women. The provision includes 
ante-natal and post-natal care and welfare 
centres. In the case of women who have 
their confinements at home a midwifery 
service is established under the Midwives 
Acts. The local supervisory authorities 
under these Acts are the county, county 


' borough, and urban and rural district 


councils, who supervise the services of 
independent midwives and see that domi- 
ciliary facilities are available in the area. 
An important task of county and county 
borough councils is the registration and 
inspection of maternity homes, a require- 
ment extended by a subsequent Act to 
nursing homes in general. 

Under the new Education Act it is the 
duty of every local education authority 
to provide for the medical inspection of 
pupils in attendance at any school, and 
the parents of any pupil may be required 
to submit him for such examination, and 
free medical treatment. The authorities 
must make provision for blind, deaf, 
defective, and epileptic children. (The 
mention of the blind reminds us of the 
obligation on the local aut»ority to make 
such arrangements as it thinks desirable 
for assisting in the prevention of blindness 
and for the treatment of persons suffering 
from disease of or injury to the eye3.) 


A Hospital Authority . 

As already stated, since 1930 county 
and county borough councils have made 
general provision for ordinary hospital 
cases, not merely for the chronic sick, 
the incurable, and the senile, which was 
the legacy left to them in the old Poor 
Law infirmaries. Many of the former 
infirmaries have been converted to this 
new use. Just before the war there were 
70,000 beds in 140 general hospitals 
maintained by local authorities under 
public health powers and nearly 60,000 
more in 400 hospitals administered under 
the Poor Law. It is not the statutory 
duty of local authorities to see that there 
is hospital provision for the whole popula- 
tion in their area, but in effect the larger 
local authorities have exercised their 
powers to provide hospitals in such a 
way that, together with the voluntary 
hospitals, the most urgent needs for 
hospital accommodation are met. A con- 
sultant and specialist service is provided 
in connexion with these hospitals, also 
a pathological service. The L.C.C. main- 
tains a number of pathological laboratories 


for groups of its hospitals, as well as 
a central histological laboratory, two 
antitoxin establishments, and three chemical 
laboratories, with another pathological 
laboratory for its mental hospital service. 

Ambulance services, which as a rule 
started in order to deal with street acci- 
dents, are now organized by local authori- 
ties for the removal not only of the injured 
but of the sick and for maternity cases. 
Yet another service derived from the old 
days of Poor Law relief is the provision 
of medical attendance and medicines for 
those who cannot afford to pay for a 
doctor. It is carried out by district 
medical officers, mostly part-time. Nursing 
attendance in certain cases may also be 
provided, and for this purpose a council 
may enter into a financial arrangement 
with voluntary nursing associations. The 
authorities have limited powers to employ 
nurses for domiciliary nursing of patients 
suffering from infectious diseases or 
expectant or nursing mothers or children 
under 5. 

Finally, what was once a_ separate 
service but is now regarded as an integral 
part of the public health services of a 
local authority, the provision of care and 
treatment under the Lunacy and Mental 
Treatment Acts, falls upon the councils 
of counties, of county boroughs, and of 
a few non-county boroughs. The powers 
concerning certified patients are obligatory 
and concerning voluntary patients per- 
missive. They are exercised through 
visiting committees, and in London and 
certain other counties local Acts have 
brought these visiting committees into 
line with the normal committees of the 
local authorities. 

The care of mental defectives under the 


Mental Deficiency Acts is the responsi- - 


bility of county and county borough 
councils, which are required to appoint 
a committee for this purpose. They 
provide institutional care for those who 
need it, and care within the community 
for defectives who are placed under 
guardianship or supervision. In_ these 
two fields of mental disorder and mental 
deficiency joint action by neighbouring 
authorities is not infrequent. 

There are still other aspects of local 


authority intervention in public health - 


on which we have not touched. One is 
infant life protection, another the pro- 
vision of baths and wash-houses, a third 
the special health provisions relating to 
particular sections of the community, 
such as hop-pickers, van-dwellers, people 
working on canal barges, and so forth. 
The subject is very far-reaching and 
detailed. The reader who would like to 
pursue it may be referred to J. J. Clarke’s 
The Local Government of the United 
Kingdom (London: Pitman, 1939), a 
volume of close upon 1,099 pages. 


MEDICAL STAFF COMMITTEES 


The following note on medical staff com- 
mittees in Middlesex County Council 
hospitals has been received from Dr. 
J. B. Cooke, Medical Director, West 
Middlesex County Hospital, Isleworth. 


In view of recent correspondence in 
the medical press relating to medical 
staff committees in county and municipal 
hospitals, it seems opportune to describe 
the way in which these committees func- 
tion in the hospitals under the control of 
the Middlesex County Council, and to 
outline some of the results achieved 
during the two years they have existed. 


The idea was not new, for at More 
than one of the council's hospitals 
unofficial consultations between the medi- 
cal director and the senior members of 
the staff had been customary for years 
The innovation was the official recog. 
nition by the county council of a medical 
staff committee as an integral part of the 
administrative machinery of each of the 
hospitals under its control. The medica] 
director is expected by the county coungjl 
to consult the medical staff committee op 
matters concerning the development of 
the hospital, changes of policy, and 
appointments of medical staff, in order 
to enlist its co-operation in dealing with 
matters affecting the welfare of the 
patients and staff. All members of the 


. medical staff committee are made aware 


of the many problems and difficulties of 
an administrative nature which constantly 
arise in a hospital, and all are expected 
to accept their share in solving them. 

In each hospital the medical staff com- 
mittee consists of all the full-time 
permanent members of the senior medical 
staff, together with one or more repre- 
sentatives of the junior staff, who are 
elected by their colleagues. In addition, 
visiting specialists may be invited to 
attend when matters concerning their own 
departments are being considered. In this 
way the size of the committee is kept 
within reasonable limits, and specialists 
are represented. Slight variation in the 
personnel of these committees is per- 
mitted because conditions are not the 
same in all hospitals, and it is 
desirable that each hospital should 
maintain its own individuality. Each 
committee elects its own chairman, who 
is not necessarily the medical director. 

A member of the medical staff com- 
mittee in each a has the right to 
attend meetings of the Committee of 
Management in order to represent the 
medical staff and, if necessary, to state 
their views. The medical staff committee 
receives in advance a copy of the agenda 
and all relevant reports before the meet 
ing of the Committee of Management 
In addition, when an assistant in any 
department is to be appointed, the seniot 
physician, surgeon, or obstetrician com 
cerned accompanies the medical director 
to the Committee of Management t 
advise in the selection and appointment 
of the candidate. 

The following list gives some idea of 
the number and variety of subjects sub 
mitted by various medical staff com 
mittees for consideration by the counly 
council : 


Food.—A comprehensive scheme for pur 
chasing, handling, cooking, and distributing 
food in a county hospital, envisaging & 
complete removal of responsibility for cater 
ing and cooking from the steward and | 
matron and the appointment of a cai 
supervisor together with an adequate staff 
dietitians, cooks, and kitchen workers. 

Post-war Staffing —A scheme for 
county general hospitals and for under 
graduate and postgraduate instruction. 

Post-war Reconstruction.—Detailed exa® 
ination in consultation with the architects 
of post-war wom for rebuilding and extet 
sion of the hospital. 

Health of Nursing Staff—Prolonged & 
cussions. between representatives 
various neagitels upon the health of 
nursing staff, resulting in a dinat 

ical examinale 


scheme for periodical medical 
of nurses. 

There were also discussions with almooes 
resulting in better co-operation; on = 
infection in the hospital; on the 
disinfectants used; and on certain 


cies in the working of the out-patient 
ment with suggestions for impr 
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The function of the medical staff com- 
ittee is primarily advisory, and an effort 
made to arrive at a constructive con- 
dusion in every instance. [t is realized 
gat even though the recommendations 
may not be accepted they at least receive 
fue consideration. It can be claimed, as 
result of two years’ experience, that the 
icheme is a success. Much valuable work 
jas been done by the medical staff com- 
mittees in the Middlesex County Hospital 
grvice, and, moreover, the system is 
popular because it gives to the senior 
medical staff a voice in the direction of 
icy of the hospital in which so much 
of their working lives is spent. 
The principle of consultation with 
essional colleagues is also adopted by 
the county medical officer, who holds 
meetings of the medical directors and of 
ntatives from the various medical 
gafl committees before submitting far- 
gaching proposals to the county council. 


Correspondence 


Postgraduate Training for Service M.O.s 
Sir,—The suggested provisions for post- 
te training for doctors leaving the 
are not unrelated to the proposed 
medical service. If the Minister of Health 
teally considers that a refresher course 
a@ two weeks is sufficient for a doctor 
teturning from years in the Services or 
five guineas (the sum suggested) sufficient 
t pay for a locumtenent, he is sadly 
out of touch with the realities and finance 
of general practice. . If, however, these 
rstrictions are due to Treasury control 
the financial outlook for the new service 
is bleak indeed. 

If properly planned and executed these 
tefresher courses would give an opportunity 
of raising the standards of a whole genera- 
tion of medical practitioners to an entirely 
new level, and no pains or expense should 
be spared to seize a chance which can 
never recur. No equivalent expenditure 
is likely to be so fruitful in improving 
medical practice and doing as much as 
medicine can do to improve the health 
of the population. These proposals are 
areal test of the intentions of the Minister 
and the Government.—I am, etc., 


Winsford. W. N. Leak. 


A Fundamental Point 

Sm,—Dr. Leigh Hadley (April 21, p. 62) 
has drawn attention: to what he describes 
4a fundamental point in the consideration 
of this proposed National Health Service. 
By so doing he has, even at this late stage 
Mm the “‘great betrayal of the medical 
ession,’’ done a timely service in the 
ight for our freedom. There can be 
little doubt that the majority of us will 
agree with him in paying ‘‘ tribute to the 
feat work of our negotiators and ‘the 
they are making to obtain the 
best service possible.”” He should have 
added the qualifying phrase ‘‘ under the 
Gfcumstances.”” He would also, perhaps, 
have expressed the matter better had he 

fubstituted terms” for service.” 
The report on the negotiations by the 
which we have had before us, 
but for which no, reasonable time has 
given. for proper consideration, 
Spears on the first reading of the 
Alternative Structure proposals to be 
On the whole satisfactory. At first blush 
i would seem to support the view ex- 
Pressed by some sections of the Press, 
Pethaps somewhat prematurely and mani- 


Fears 


FEF 


_in excelsis? 


festly to the considerable annoyance and 
embarrassment of the Minister of Health, 
that the profession had won something 
in the-nature of a resounding victory. 
We have, however, without delay been 
authoritatively informed that this is a 
complete misapprehension. The ‘* Alterna- 
tive Structure’’ is purely in the nature 
of tentative suggestions which the Minister 
might possibly consider and even recom- 
mend some part of them if he were in 
a benevolent mood. That and — 
more. Moreover, on a more carefu 
analysis of the details of the ** Alternative 
Structure ”’ it becomes increasingly obvious 
that even if they were accepted in toto 
they are so framed that there is no kind 
of guarantee that any of them would 
materialize in practice. The points appar- 
ently gained are, in the main, the right 
of the profession to .*‘ advise’’ and the 
obligation of the Minister to ‘‘ consult.” 
As Dr. Leigh Hadley asks, what guarantee 
have we that the present Ministry, let 
alone any subsequent Ministry, will accept 
advice or be under any obligation to adopt 
the conclusions of consultations? The 
whole history of our dealings with the 
Government in matters relating to National 
Health Insurance proves that no kind of 
reliance can be placed in any Ministry 
or Government undertaking. 

The persistent simple-mindedness of the 
profession in their naive acceptance of 
the bona fides of Government officials is 
nothing short of amazing. I have attended 
all the important regional meetings since 
the White Paper first came under” con- 
sideration, and it has been and remains 
an amazing phenomenon that the con- 
sideration of the fundamental issue has 
never been seriously undertaken. The 
time has been taken up in groping through 
the fog of administrative detail on the 
assumption from first to last that the 
profession had already accepted a Govern- 
ment medical service as inevitable. When 
the full history of this “‘ great betrayal ”’ 
comes to be written, this will prove to 
have been the fundamental tragedy of the 
whole sorry business. Dr. Leigh Hadley 
has stated the truth, the whole truth, and 
nothing but the truth when he says that 


our right course is to refuse altogether - 


to have anything to do with a Govern- 
ment medical service, however good it 
may be made to appear. Do we want 
control? Do we want our profession 
sold into bondage? The answer to this 


’ fundamental question has never yet been 


given voice. Every conceivable subterfuge 
has been used to prevent the giving of 
a straight answer to a straight question. 


—I am, etc., 
J. FRANKLAND WEST. 


Oxford. 
100% Service 


Sirn,—Dr. W. D. Gray (Supplement, 
April 21, Pp. 62) is of opinion that the 
British citizen ‘‘ must not be allowed to 
waste money on private consultations” ; 
and that “doctors must be deterred from 
exploiting such ignorant folly.” Should 
I be mistaken in regarding this as ‘‘ control” 

d abrogate a citizen’s right to spend 
his money how he likes? Would he 
advocate removal from the Register of 
the names of all practitioners who refuse 
to take service under the Act? There 
are many who think—with some justifica- 
tion—that the heyday of the unregistered 
practitioner and the quack will begin 
when the National Health Service Act 
goes on the Statute Book.—I am, etc., 


Brookwood. H. M. STANLEY TURNER.. ~ from a liability to service after the European 


Alien in Principle . 

_ Sir,—It is abundantly clear that the 
purchase and sale of medical practices 
need never be legally prohibited, since 
even the possibility of the introduction 
of a State medical service has considerable 
reduced the numbers of purchasers, and 
also reduced the price they will pay. If 
a 100% State medical service were intro- 
duced very little time would elapse before 
the numbers of purchasers and the price 
they offered would both be reduced to nil. 
Thus the Government need pay no com- 
pensation whatever for the lost capital 
value of a practice, because it would still 
be legally permissible to sell the practice, 
though in fact it would be impossible 
to do so. . 

The vast majority of doctors I have 
met in the Services do not wish to be 
employed by the State for the rest of 
their lives. After eleven months in general 

ractice and four years and eight months 

in the R.A.F. during the war, it is my 
conviction that the spread of State control 
to embrace all doctors and all patients 
would be catastrophic for both parties, 
and would destroy the doctor-patient 
relationship as we once knew it and hope 
some day to know it again—a relationship 
of mutual confidence, not marred by 
suspicion aroused from conflicting ——- 
to a third party: the impersonal yet all- 
powerful, State. 

Let those who prefer a controlled career 
enter the existing public health service or 
take permanent commissions in the armed 
Forces. But surely the shackles of complete 
State control need never be fastened upon 
us all if we take the only action the 
Government would be likely to ‘under- 
stand while yet there is time—namely, 
discontinue negotiations for a State medical 
service along the lines of the White Paper. 
This ‘course of action is recommended 
by Dr. Leigh Hadley (Supplement, April 21, 

. 62) for another reason. While endorsing . 
is remarks, these further reasons are 
submitted for discontinuing the negotia-- 
tions. along present lines, in the sincere 
hope that the prolonged and bitter struggle 
against foreign ‘totalitarianism will not 
be proved futile by the setting up in 
Britain of a State medical service, so — 
alien in principle from the freedom for 

which we are fighting.—I am, etc., 


J. MAXWELL JONES, 
Squad. Ldr., R.A.F.V.R. 


Medical Demobilization 


Sir,—Now that the European war seems 
to be drawing rapidly to a close, we feel 
that it is opportune for us to bring up 
the question of demobilization of medical 
officers. Having joined the Service after 
a certain amount of experience in civilian 
hospitals, our sum total of experience 
cannot compare with those more fortunate 
medical men who have held posts in the 
E.M.S. or other reserved establishments 
during these long years. We feel very 
strongly indeed, and believe our view to 
be shared by the majority of our temporary 
Service colleagues, that the time has come 
when some reallocation of medical man- 
power can take place which would enable 
those of us who have served for a con- 
siderable length of time in the armed 
Forces to gain some experience of civilian 
work and fill in the gaps in our knowledge. 
our Journal rather 


medical politics, we have gathered that 
it is proposed to reléase civilian doctors 
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war is over, and the gross unfairness of 
such a move has been apparent to us all. 
Surely after the long separation from their 
families and unsettled domestic life medical 
men in the Service should have first 
priority in demobilization, and, if necessary, 
their places could be filled: by those who 
have been reserved. 

We consider that an exchange scheme 
between civilian and - Service . medical 
officers should be instituted immediately, 
whereby civilian hospitals and organizations 
would be unable to retain medical officers 
on the plea that they could not be spared. 
This applies particularly to the more 
senior appointments, where the tendency 
to regard an experienced man as irre- 
placeable is greater than with junior posts. 
If it is then found that doctors can be 
spared from the E.M.S. and other civilian 
organizations those who have had longest 
service in the armed Forces can be 
demobilized first, and, while waiting for 
demobilization, will have an opportunity 
for study with clinical material which 
is unrestricted by age group and by the 
effective filter of the National Service 
Medical Boards. 

An additional point is that those of 
us who were not established in a per- 
manent practice or on the staff of a hospital 
at home are not likely to have their release 
from the Service requested by the Local 
Medical War Committees, to whom they 
are unknown, and their prospects of return 
to hospital or other appointments are, 
therefore, to say the least, gloomy. In 
short, we feel that those who volunteered 
for service in the early days of the war 
may soon be subjected to grossly unfair 
treatment if the civilian doctors are 
demobilized without first of all relieving 
those in the Services, and, in view of 
the trend of the war, we consider this 
to be a matter of the utmost urgency. 
—We are, etc., 


G. H. B. Roserts. J. CALNAN. 


C. M. MILLER. D. W. Bracey. 
W. M. PHILip. F. G. MAXWELL 
J. CRAWFORD. SMITH. 

S.E.A. Air Forces. 


FROM THE PRESS CUTTINGS 


“If large numbers of people view with 
grave misgivings and even with dismay the 
threatened progressive extension of State 
control over all departments of life in this 
country, it is because this means inevitably 
thé entrusting of what can become arbitrary 
and almost unrestricted power to pullula- 
ting swarms of State officials whose actions 
the ordinary citizen will find himself power- 
less to resist because he will be up against 
an entrenched vested interest.”"—The Rev. 
L. B. Ashby in the Daily Telegraph. 


“* And now they [the schools] are suddenly 
entrusted with the whole medical treatment 
of children. What facilities have they for 
that? None whatsoever; no hospitals, no 
nurses, no doctors, no diagnostic clinics. . . . 
The school medical service has no know- 
ledge of the child’s environment, its home, 
its heredity, its medical history at birth and 
in infancy. All these essential facts are 
usually known to the family doctor. Then 
if the family doctor is called in to help the 
school service the chances are he will be sent 
to the wrong school—to a school where he 
knows none of the children, and his whole 
personal value is destroyed.” —Daily Express. 


FACULTY OF 
OPHTHALMOLOGISTS 


As announced in the Journal of Feb.*3 
(p. 160) the Council of British Ophthalmo- 


logists has sponsored the formation of 


a Faculty of Ophthalmologists, which it 
is intended should be a body representative 
of all, British ophthalmologists. The 
Council of the Faculty was elected by 
ballot and consists of regional and national 
representatives. The result of the election 
was as follows: 


Regions Members Associates 
1 .. George Black 
2 Ida Mann ~ Doris Rose 
3 W. Niccol Moreen Whelton 
4 .. Frank W. Law J. A. Chivers 
5 .. W.J.B. Riddell .... 
National Representatives (Members) 
R. C. Davenport F. A. Juler 
P. G. Doyne E. F. Kin: 
Sir Stewart Duke-Elder Sir John Parsons 
O. M. Duthie H. M. Traquair 
C. B. Goulden F. A. Wiiliamson-Noble 


At its first meeting the council elected 
the following officers: President, Sir 
Stewart Duke-Elder; Vice-President, F. A. 
Juler; Hon. Treasurer, F. A. Williamson- 
Noble; Hon. Secretary, Frank W. Law. 

The criteria of membership and other 
details were necessarily temporary. These 
will require modification, and with this 
in view a meeting has been arranged, 
under the chairmanship of the President 
of the Royal College of Surgeons, between 
four representatives each of the Faculty, 
the Ophthalmic Group Committee of the 
B.M.A’, and the Association of British 
Ophthalmologists, for May 8, and the 
results of its deliberations will be pub- 
lished in due course. 

At its first meeting the Council elected 
Standing Committees on medico-politics, 
education and research, and remuneration 
and emoluments. 


H.M. Forces Appointments 


ROYAL ARMY MEDICAL CORPS 


‘P. H. Shorthouse, M. M. Lewis, P. C. Mitchell, 
R. M. Johnstone, T. P. H. McKelvey, W. R. W. 
West-Watson, J. M. Matheson, H. R. Miller, 
J. W. Spence, S. Boan, W. M. Owen, G. L. Ritchie, 
J. N. Hamill, C. Reburn, R. K. Pilcher, H. Pozner, 
G. F. Anderson, R. H. Baird, H. R. Hartnell, 
H. W. Whitcher, A. C. S. Hobson, J. G. S. Holman, 
S. J. Hepworth, L. Griffiths. C. F. Murison, R. I. 
Mitchell, D. B. Seymour-Price, R. J. Gray, S. 
Mackenzie, H. G. Skinner, J. P. Baird, T. A. Groves, 
E. L. O. Hood, S. M. P. Canway, and R. Paul. 

Short Service Commission.—Lieut. (War Subs. 
Capt.) R. Waddell, and War Subs. Capt. A. C. S. 
Hobson, M.C., from Emergency Commissions, 
to be Lieuts., and to be Capts. 


TERRITORIAL ARMY 
RoyAL ARMY MEDICAL Corps 
Senior Training Corrs.—Lieuts. J. Secket and 
J. Short, supernumerary for service with Durham 
Univ. Senior Training Corps, have resigned their 
commissions. 


LAND FORCES : EMERGENCY 
COMMISSIONS 
ROYAL ARMY MEDICAL CORPS 
War Subs. Capt. J. J. Geany has relinquished 
his commission on account of disability, and has 
been granted the honorary rank of Capt. (Sub- 
stituted for the notification in a Supplement to 
the London Gazette dated March 13.) 
War Subs. Capt. S. F. Smith has relinquished 
his commission on account of disability, and has 
been granted the honorary rank of Capt. 
To be Lieuts.: C. J. See, J. A. Kay, and G. E. 


WOMEN’S FORCES 
EMPLOYED WITH THE R.A.M.C. 
(Mrs.) Jessie A. T. ‘Henry to be Lieut. 
ROYAL AIR FORCE 
Gp. Capt. (Temp. Air Cdre.) R. W. Ryan has 
i at his own request, retaining the rank of 


Air Cadre. 


ROYAL Air Force VOLUNTEER RESERVE 

Fl. Lieut. J. F. Cooper has relinquished }; 
commission on account of medical unfitness for 
Air Force service, retaining the rank of Squad. 

Fl. Lieut. (Temp. Squad. Ldr.) T. C. Wilson 
has resigned his issi ini 
Lieut N. N. Robi has resigned 

- Lieut. J. N. N. Robinson i 
commission, retaining his rank. ‘tis 

Flying Officers J. M. T. Adamson, J. A. i 
R. S. Hamilton, M. N. Horton, C, W, 
wr and G. H. M. ton to be War Subs. 

Lieuts. 


INDIAN MEDICAL SERVICE 
Lieut.-Col. H. J. Rice, C.1.E., M.C., has retireg 
on account of ill-health, and has been granted 
the honorary rank of Col. ; 
The notification at. to the retirement of 
Lieut.-Col. E. W. O'G. Kirwan, C.LE., in the 
London Gazette of Feb. 2 has been cancelled, 


EMERGENCY COMMISSIONS 


Capt. D. Robertson to be Major. 
Lieut. A. B. Philip to be Capt. 


WEEKLY POSTGRADUATE DIARY 


GLasGow UNIversiry: DEPARTMENT OP OPHTHAL. 
MOLOGY.—Wed., 8 p.m., Mr. J. S. Tough: Plastic 
Surgery of the Eyelids. 


DIARY OF SOCIETIES AND LECTURES 


COLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East, S.W.—-Tues. and Thurs., 4.30 pm, 
Croonian Lectures by Capt. Macdonald 
Critchley: Problems of Naval Warfare under 
Climatic Extremes. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lin- 
coln’s Inn Fields, W.C.—Arris and Gale Lectures, 
Mon., 4 p.m., Prof. F. Davies: The Early Develop. 
ment the Human yg = Wed., 4 p.m., 
Dr. D. V. Davies: The Synovial Membrane 
and the Synovial Fluid of Joints. Fri., 4 p.m, 
Mr. Judson T. Chesterman: Some Alterations 
of the Neuromuscular Balance of the Intestine 
and their Clinical Significance. Thurs., 4 p.m, 
Hunterian Lecture by Prof. R. Watson-Jones: 
Limb and Spine Injuries due to Flying Accidents. 

Roya Soctety OF MEDICINE.—Tues., 5 p.m, 
Section of Psychiatry. Wed., 5 p.m., Section 
of Surgery. 

Cuapwick Trust.—At Royal Society of Tropical 
Medicine and a, 6, Portland Place, W., 
Tues., 2.30 p.m., Mr. Eardley Holland: On the 
Importance of a Maternity Service in the Life 


of the Nation. ma 
L InstrruTion, 21, Albemarle Street, W— 
. P.RS.: 


Fri., § p.m., Sir Lawrence 
Analysis: Past, Present and Future. 


B.M.A.: Branch and Division Meetings to 
be Held 


LeiGH Division.—At Boar’s Head Hotel, 
Tues., May 8, 8.15 p.m. Agenda: Address 
Miss E. M. Mills, F.R.C.S.: Female Sex Hormone 
Therapy in General Practice, etc. All medical men 
in the area of the Division are invited. 


BIRTHS, MARRIAGES, & DEATHS 


The charge for an insertion under this head 


10s. 6d. for 18 words or less. Extra words 3s. 64. 
for each six or less. Payment should be forwarded 
with the notice, authenticated by the name ani 

manent address of -ne sender, and should. reach 


Der 
the Advertisement Manager not later than first post 
Monday 


BIRTHS 
ArTHURS.—On April 21, 1945, at 
Maternity Hospital, to Maureen (née Roche), 
wife of Lieut. G. Arthurs, R.N.V.R.|# 
daughter. 
Catro.—On April 24, 1945, at Rubislaw — 
Home, Deaton. to Doe (née Spiby), wile 
Capt. W. Dawson Catto, R.A.M.C., 4 son. 
MANnpeEL.—On April 27, 1945, at Guy's Hospital 
to Betty Joyce, wife of Dr. Sydney 
a son (Morris Emeny). 


MARRIAGE 


M URRAY—SPENCER-SMITH.—On April 9, 1945, a 
Aldershot, Robert G. Murray, Captain, R.A.MG, 
to Patricia Spencer-Smith, Q.A.I.M.N.S. 


DEATHS 


Prnuey.—On April 23, 1945, after a short illne® 
borne with great courage, Eustace Towsl 
Pinhey, O.B.E., M.B., Ch.M., Medical Supent 
tendent of St. Pancras Hospital, and f 
of St. Clement’s Hospital, beloved husband 
Free, of 96, Stansted Road, Bishops Stortfont 
Australian journals please cory. 

ROSENKRANZ.—On April 6, 1945, at 87, Watlom 

ay, Hendon, Katharina Rosenkranz, MDs 

D.M.R.E., after long illness bravely borne. 
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